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Outbreak of Listeria monocytogenes Infections Associated with 
Pasteurized Milk from a Local Dairy — Massachusetts, 2007 


On November 27, 2007, a local health officer in central 
Massachusetts contacted the Massachusetts Department of 
Public Health (MDPH) to report listeriosis in a man aged 
87 years. Pulsed-field gel electrophoresis (PFGE) performed 
on the patient's Listeria monocytogenes isolate produced a pat- 
tern indistinguishable from that of isolates from three other 
cases identified in residents of central Massachusetts in June, 
October, and early November 2007. MDPH, in collaboration 
with local public health officials, conducted an investigation, 
which implicated pasteurized, favored and nonflavored, fluid 
milk produced by a local dairy (dairy A) as the source of the 
outbreak. This report summarizes the results of that investiga- 
tion. In all, five cases were identified, and three deaths occurred. 
This outbreak illustrates the potential for contamination of 
fluid milk products after pasteurization and the difficulty in 
detecting outbreaks of L. monocytogenes infections. 

Dairy A was a family owned and operated milk product 
pasteurizing, bottling, and processing facility located in central 
Massachusetts; the dairy had operated for nearly 50 years. Raw 
milk was transported by tanker truck to the dairy A processing 
facility from dairy A’s own farm (with nearly 300 cows) and 
from another, independent farm located 25 miles away. Dairy 
A produced various milk and nonmilk beverage products in 
glass and plastic bottles, including several varieties of flavored 
milk. Retail outlets were located at the dairy and the farm, but 
the bulk of the dairy’s milk products were sold under dairy A's 
own name and other brand names through home delivery and 
at various retail establishments in Massachusetts. In addition, 
bulk cream was distributed to a bakery in Rhode Island, where 
it was used in cooked products. 


Epidemiologic Investigation 
On October 24, 2007, MDPH identified a listeriosis iso- 
late (from patient 3) with a PFGE pattern indistinguishable 


from an isolate (from patient 1) submitted approximately 120 
days earlier (Table). The PFGE patterns associated with these 
patients had never been observed before in Massachusetts or in 
PulseNet (the national molecular subtyping network for food- 
borne disease surveillance). A review of available information 
on these two patients did not indicate a common exposure. 
On November 20, MDPH identified a third case (in patient 4) 
with an indistinguishable PFGE pattern. Attempts were made 
to interview this patient but were unsuccessful. On November 
27, a fourth case (in patient 5) was reported to MDPH and, 
in the course of investigating that case, samples of coffee- 
flavored milk produced by dairy A were collected on November 
29 from the patient’s home for testing. In early December, 
MDPH determined that the clinical isolate from patient 5 had 
PFGE patterns indistinguishable from those of patients 1, 3, 
and 4. An epidemiologic investigation of patient 5 indicated 
exposure to milk produced by dairy A. On December 21, a 
L. monocytogenes isolate obtained from the milk sample taken 
from the home of patient 5 was confirmed to have a PFGE 
pattern indistinguishable from that of the isolates from the 
four identified listeriosis patients. MDPH then investigated all 
11 cases of listeriosis reported during 2007 in Massachusetts 
residents for whom no clinical isolates had been submitted 
to the State Laboratory Institute (SLI) of MDPH for PFGE 
analysis. The purpose of the investigation was to determine 
if any patients had exposure to milk products produced by 
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dairy A during the 6 weeks preceding their illness. Telephone 
interviews were conducted with patients or next of kin. During 
this retrospective investigation, patient 2 was identified. 

A case of outbreak-associated listeriosis was defined as illness 
in a Massachusetts resident with illness onset in 2007 who 1) 
was culture-positive for L. monocytogenes with PFGE patterns 
that matched the outbreak patterns generated with Ascl and 
Apal restriction enzymes (as established by the first case) or 
2) had culture-confirmed L. monocytogenes and a history of 
consuming milk products produced by dairy A during the 6 
weeks preceding illness and for whom a bacterial isolate was 
not available for PFGE analysis. 

Five patients had illness consistent with the case definition 
(Table). All but patient 2 met the first case definition criterion; 
patient 2 met the second criterion. The median age of patients 
was 75 years (range: 31-87 years); three were male. All five 
patients were hospitalized. All three of the males (aged 75—87 
years) died; they each had sepsis attributed to Listeria and died 
close to the time of their acute illness onset. The first case in 
a female was in a woman aged 31 years (patient 2) who had 
chorioamnionitis at 36 weeks’ gestation. She delivered a healthy 
but premature infant. A placental culture was positive for 
L. monocytogenes. The second case in a female was in a woman 
aged 34 years (patient 4) who had fever and abdominal pain. 
She experienced a stillbirth at 37 weeks’ gestation, and cultures 
of her blood, fetal blood, and placental tissue all were positive 
for L. monocytogenes. 

Interviews were conducted with patients or patients’ fami- 
lies using the CDC extended Listeria questionnaire. Patient 4 
could not be interviewed. Of the remaining four patients, all 
but patient 3 were documented to have consumed products 
from dairy A during the 6 weeks preceding their illness. Patient 
1 regularly consumed home-delivered, pasteurized skim milk 
produced by dairy A. Patient 2 reported drinking pasteurized 
2% and whole milk produced by dairy A throughout her 
pregnancy. Patient 5 reported consuming pasteurized, coffee- 
flavored milk produced by dairy A. 


Environmental Investigation 

On December 17, evidence of Listeria growth was reported 
from the coffee-flavored milk sample from the home of 
patient 5. On December 21, this organism was confirmed to 
be L. monocytogenes and matched the four clinical isolates by 
PFGE using the two restriction enzymes. The Massachusetts 
Food Protection Program (MFPP) inspected dairy A and 
collected 11 samples of unopened, flavored and unflavored 
milk products for testing on December 18, in response to the 
findings on December 17. 

MFPP returned to dairy A on December 26 and collected 
environmental swab samples from inside the processing facil 
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TABLE. Characteristics of patients with Listeria monocytogenes infections associated with pasteurized milk from a local dairy — 


Massachusetts, 2007 





Month 
of illness Age 
Patient onset (yrs) Sex 


Case definition* 


Known 
exposure 
to dairy A 


Underlying 


conditions Outcome 





June Male 
September 
October Male PFGE match 
November Female PFGE match 
November Male PFGE match 


PFGE match 


Female Culture-confirmed, exposure to milk from dairy A Yes 


Yes Renal failure Died 

Pregnant Premature, healthy infant 
No Unspecified Died 

No Pregnant Stillbirth 

Yes Multiple Died 





* A case of outbreak-associated listeriosis was defined as illness in a Massachusetts resident with illness onset in 2007 who 1) was culture-positive for 
L. monocytogenes with pulsed-field gel electrophoresis (PFGE) patterns that matched the outbreak patterns generated with Ascl and Apal restriction 
enzymes or 2) had culture-confirmed L. monocytogenes and a history of consuming milk products produced by dairy A during the 6 weeks preceding 


illness and for whom a bacteriai isolate was not available for PFGE analysis. 


ity. On December 27, SLI reported a presumptive positive 
Listeria sp. in a sample of unopened, coffee-flavored milk that 
had been collected from dairy A on December 19. In response 
to this finding, MFPP asked the dairy to voluntarily cease all 
operations and recall its dairy products; dairy A complied with 
this request on December 27. On December 30, SLI confirmed 
that L. monocytogenes with PFGE patterns identical to the 
outbreak strain was isolated from the sample of unopened, 
coffee-flavored milk. 

After closure of dairy A and recall of its dairy products, 
approximately 100 additional environmental and product 
samples were collected by MFPP from the dairy’s processing 
facility and adjacent retail store on January 2, 2008. One envi- 
ronmental swab from a floor drain in the finished product area, 
one skim milk sample, and seven flavored milk samples tested 
positive for L. monocytogenes and matched the outbreak strain 
by PFGE using the two restriction enzymes. Two additional 
environmental swabs and four additional samples of milk, both 
flavored and nonflavored, tested positive for seven distinct 
strains of Listeria, including three different Listeria species 
and three strains of L. monocytogenes with PFGE patterns that 
differed from those of the outbreak strain. 

From December 28, 2007, to January 3, 2008, MFPP con- 
ducted a full environmental investigation in conjunction with 
the Food and Drug Administration and the local board of 
health. The dairy’s records indicated that the plant's equipment 
met federal standards for time, temperature, and flow for effec- 
tive pasteurization. The facility did not have an environmental 
monitoring program for L monocytogenes. This is not required 
by law, but often is implemented as a best practice by larger food 
processors of ready-to-eat foods. Contamination, as demonstrated 
by the positive environmental samples, was documented in close 
proximity to areas where hoses were used to clean equipment. 
On February 1, 2008, dairy A decided to permanently close the 
milk processing facility, citing an inability to assume the financial 
burden that mitigation would require. 


Reported by: M Cumming, P Kludt, B Matyas, MD, A DeMaria, 
MD, Div of Epidemiology and Immunization, T Stiles, L Han, MD, 


M Gilchrist, PhD, Massachusetts State Laboratory Institute, P Neves, 
E Fitzgibbons, Massachusetts Food Protection Program, S Condon, Bur 
of Environmental Health, Massachusetts Dept of Public Health. 
Editorial Note: Sporadic cases of human listeriosis occur 
with an annual incidence of approximately 0.27 per 100,000 
population in the United States (/). In Massachusetts, 25 to 35 
cases are reported each year. Although most listeriosis patients 
exhibit mild, acute febrile illness not requiring medical care, 
pregnant women, neonates, elderly persons, and those who are 
immunocompromised are most at risk for severe disease (2). In 
pregnant women, infection can lead to miscarriage and still- 
birth. Because only those patients with serious manifestations 
of infection seek medical care, most cases likely go undetected 
and detection of an outbreak or cluster is difficult. 

In this outbreak, results of PFGE analysis indicated a com- 
mon source for the L. monocytogenes found in the clinical iso- 
lates of four patients, six samples of flavored and nonflavored 
milk produced by dairy A, and the environment of the bottling 
facility of dairy A. The results of the PFGE analysis, in addi- 
tion to the illness onset dates of the linked patients, support 
the conclusion that extensive contamination occurred over an 
extended period. 

Physical facility design, product flow, and maintenance 
procedures likely contributed to contamination of finished 
product in this outbreak. How the pasteurized milk products 
became contaminated is unclear, but because records indicate 
that pasteurization methods at the dairy were adequate, and 
given the expectation that pasteurization kills Listeria organ- 
isms, contamination of the product likely occurred after 
pasteurization. 

Outbreaks of listeriosis associated with pasteurized dairy 
products are rare. This outbreak is only the third reported 
outbreak of human disease caused by L. monocytogenes in the 
United States in which pasteurized fluid milk was implicated 
(3,4). Health officials must be prepared to act quickly with 
public health interventions, such as closing a dairy, if epide- 
miologic and laboratory evidence indicates that cases have 
occurred and are associated with milk products. 
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PFGE and other systems for genotyping L. monocytogenes 
isolates from clinical specimens can discriminate single-source 
clusters of foodborne infection (5,6) and can contribute to 
the identification and investigation of outbreaks (7,8). The 
outbreak described in this report probably would not have 
been identified without molecular typing. 

Although the effectiveness of PulseNet is well-documented 
(9), it is entirely dependent upon the consistent and timely 
submission of all isolates from clinical laboratories to public 
health laboratories. In Massachusetts, before this outbreak, 
submission of all L. monocytogenes isolates from clinical speci- 
mens by clinical laboratories was strongly encouraged but not 
required. On July 25, 2008, amendments to Massachusetts 
regulations* went into effect that require clinical laboratories 
to submit all clinical isolates of L. monocytogenes to SLI for 
PFGE analysis. 

The findings from this outbreak underscore the impor- 
tance of physical faciliry and equipment design and cross- 
contamination controls, particularly in older facilities that 
manufacture perishable, ready-to-eat foods that have a long 
shelf-life and that support the growth of L. monocytogenes 
under refrigeration. 





* 105 Code of Massachusetts Regulations 300.172 (Submission of selected isolates 
and diagnostic specimens to the Hinton State Laboratory Institute). 
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Vaccination Coverage Among 
Adolescents Aged 13-17 Years — 
United States, 2007 


Three new vaccines have been recommended for adolescents 
by the Advisory Committee for Immunization Practices (ACIP) 
since 2005: meningococcal conjugate vaccine (MCV4; | dose), 
tetanus, diphtheria, acellular pertussis vaccine (Tdap; 1 dose), 
and quadrivalent human papillomavirus vaccine (HPV4; 
3 doses)* (1). ACIP also recommends that adolescents should 
receive recommended vaccinations that were missed during 
childhood (7). Since 2006, CDC has conducted the National 
Immunization Survey—Teen (NIS—Teen) to estimate vaccina- 
tion coverage from a national sample of adolescents aged 13-17 
years. This report describes the findings from NIS—Teen 2007, 
which indicated substantial increases in receipt of new adoles- 
cent vaccinations compared with 2006, including Tdap (from 
10.8% to 30.4%) and MCV4 (from 11.7% to 32.4%), and 
increases in coverage with childhood vaccinations, including 
measles, mumps, and rubella (MMR), hepatitis B (HepB), 
and varicella (VAR) (among those without disease history). 
An assessment of HPV4 coverage, which is reported for the 
first time, showed that 25.1% of adolescent females initiated 
the vaccine series (>1 dose) in 2007. To improve vaccination 
coverage among adolescents, health-care providers should take 
advantage of every health-care visit as an opportunity to evalu- 
ate vaccination status and administer vaccines when needed. 

NIS—Teen collects vaccination information on age-eligible 
adolescents aged 13-17 years using a random-digit—dialing 
sample of telephone numbers of households. After parent/ 
guardian respondents grant permission, surveys are mailed to 
the adolescents’ vaccination providers to obtain vaccination 
histories (2). During the fourth quarter of 2007, among house- 
holds identified by telephone, 81.5% were screened for an age- 
eligible adolescent.’ Among the 9.5% in which an age-eligible 
adolescent lived, 83.3% (5,474) completed the household 





* Protects against HPV types 6, 11, 16, and 18. 

* NIS—Teen 2007 was conducted during the fourth quarter 2007 only; eligible 
participants were born during October 7, 1988 through February 7, 1994. 
Similarly, NIS—Teen 2006 was conducted during the fourth quarter 2006. 
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TABLE. Estimated vaccination coverage among adolescents aged 13-17 years,” by selected vaccines and age — National 
Immunization Survey—Teen, United States, 2007 





Vaccine 


Age (yrs) 


Overall 





13 
(n = 551) 


14 
(n = 627) 


15 
(nm = 609) 





% (95% Cit 


% 


(95% Cl) 


% (95% Cl) 


16 
{n = 609) 


17 
(n = 551) 





2007 
(n = 2,947) 


(n 


2006 


= 2,882) 





% (95% Cl) 


% (95% Cl) 


%  (95%Cl) 


% 


(95% Cl) 





MMRS§ >2 doses 
Hepatitis B >3 doses 


88.8 (84.8-91.8) 
90.6 (86.5-93.5) 


91.0 
91.9 


(87.5-93.6) 
(88.5-94.4) 


87.2 (82.8-90.5) 
86.3 (81.9-89.7) 


90.4 (87.3-92.8) 
85.4 (81.8-88.3) 


87.2 (83.0-90.5) 
84.1 (79.9-87.5) 


88.9 (87.3-90.4) 


86.9 
81.3 


(85.2-88.5) 


Varicella 
History of varicella disease** 49.5 (43.8-55.1) 
Among adolescents 
without history of disease: 
>1 dose vaccine 
>2 dose vaccine 
History of disease 
or received >1 dose 
varicella vaccine 


59.8 (55.4-65.0) 


(78.9-90.2) 
(16.8-29.8) 
(89.1-95.1) 


(75.5-87.4) 
(15.7-28.8) 
(90.1-95.0) 


Td or Tdap since age 10 yrs§§ 
>1 dose Td or Tdap 
>1 dose Tdap 
>1 dose of Td 

MCV4™ 1 dose 

HPV4*** >1 dose 


64.0 (58.5-69.1) 
43.2 (37.7-48.8) 
20.8 (16.5-25.8) 
32.6 (27.5-38.0) 
25.8 (19.1-33.9) 


70.4 (65.5-74.7) 
37.3 (32.2-42.7) 
33.0 (28.2-38.3) 
31.6 (26.9-36.6) 
22.8 (17.6-28.9) 


68.6 (63.7-73.1) 


(62.4-78.6) 
(11.3-23.8) 
(87.6-93.5) 


73.0 (68.2-77.3) 
28.3 (24.0-33.1) 
44.7 (39.6-49.9) 
33.9 (29.3-38.9) 
27.4 (21.4-34.4) 


87.6 (86.0-89.0)" (79.4-83.1) 


71.3 (66.7-75.6) 79.0 (74.0-83.3) 65.8 (63.5-68.0)9 69.9 (67.7-72.0) 


(50.6-68.6) 
(10.3-23.6) 
(84.7-91.4) 


(59.8-80.9)'* 
(6.4-22.1) 
(91.0-96.1) 


75.7 (72.2-79.0)" (61.4-69.4) 
18.8 (15.9-22.0)tt _ 
91.7 (90.3-92.9)1 (88.1-90.9) 


76.5 (72.1-80.4) 
24.9 (20.8-29.6) 
51.6 (46.5-56.6) 
31.0 (26.6-35.9) 
24.4 (18.9-30.7) 


77.3 (72.4-81.6) 
19.0 (14.9-24.0) 
58.3 (52.7-63.7) 
33.0 (27.7-38.7) 
25.0 (18.7-32.7) 


72.3 (70.3-74.3)1 
30.4 (28.2-32.7)1 
41.9 (39.6-44.3)1 49.4 (47.0-51.7) 
32.4 (30.2-34.7)) 11.7 (10.3-13.2) 
25.1 (22.3-28.1) ~_ 


60.1 
10.8 


(57.8-62.4) 
(9.4-12.3) 





* Age and vaccination receipt determined at time of household interview. Vaccination coverage estimates include only adolescents who had adequately complete provider- 


reported immunization records. 
t Weighted percentage and 95% confidence interval. 
§ Measles, mumps, and rubella vaccine. 
1 Significant difference compared with NiS—Teen 2006 overall estimates, p<0.05. 
** By parent/guardian report or provider records. 


tt Estimate might not be reliable if the (CI half width)/estimate >0.5 or (CI half width) >10. 


8§ Tetanus and diphtheria toxoids vaccine (Td) or tetanus toxoid, reduced diphtheria toxoid, and acellular pertussis (Tdap). 
™ Includes percentages receiving meningococcal conjugate vaccine (MCV4) and meningococcal-unknown type vaccine. 
*** Quadrivalent human papillomavirus vaccine. Percentages reported among females only (n = 1,440); HPV4 vaccine is not recommended for males 


interview. Provider-reported vaccination records were obtained 
from 2,947 adolescents, representing 53.8% of adolescents 
with completed household interviews. Statistical analyses 
were conducted using chi-square and t-tests. Differences were 
considered statistically significant at p<0.05. 

Among adolescents aged 13-17 years, vaccination coverage 
with >1 dose of either tetanus and diphtheria toxoids vac- 
cine (Td) or Tdap after age 10 years was 72.3%, a significant 
increase from the 60.1% coverage rate measured in 2006 
(p<0.05) (Table). Coverage with 1 dose of Tdap increased from 
2006 to 2007 (10.8% to 30.4%, p<0.05). Tdap coverage was 
significantly higher among adolescents aged 13-14 years than 
among those aged 15-17 years. 

Vaccination coverage with MCV4 was 32.4% in 2007, an 
increase from 11.7% in 2006 (p<0.05) (Table). No signifi- 
cant differences were observed among age groups. For HPV4 
coverage, 25.1% of adolescent females had initiated the vac- 
cination series (21 dose) in 2007. No significant differences 
were observed among age groups (Table). Among HPV4 
recipients, an estimated 32.3% (95% confidence interval [CI] 
= 26.5—38.7) had received 1 dose, 44.2% (CI = 37.8—50.8) had 
received 2 doses, and 23.5% (CI = 18.2—29.9) had received 3 
doses by the interview date. 

Vaccination coverage with 23 doses of HepB was 87.6%, 
an increase from 81.3% in 2006 (p<0.05). Coverage with >2 


doses of MMR was 88.9%, an increase of 2.0 percentage points 
compared with 2006 (Table). 

Significantly fewer adolescents aged 13-17 years had a 
reported history of varicella disease in 2007 compared with 
2006 (Table). Among adolescents without a history of varicella 
disease, 75.7% had received >1 dose of VAR (a significant 
increase from 2006) and 18.8% had received >2 doses. Most 
adolescents (91.7%) were protected by at least 1 dose of VAR 
or had already had the disease. 

Measured against the Healthy People 2010 targets of 90% 
coverage (3), vaccination coverage for adolescents aged 13—15 
years was 89.5% (CI = 87.3-91.3) for >3 doses of HepB, 
89.0% (CI = 86.8-90.8) for >2 doses of MMR, 69.3% (CI 
= 66.5—72.0) for >1 dose of Td or Tdap booster, and 80.2% 
(CI = 76.1-83.7) for 21 dose of VAR among those without 
disease history. From 2006 to 2007, coverage increased 5.2 
percentage points for >3 doses of HepB, 0.5 percentage points 
for >2 doses of MMR, 12.6 percentage points for >1 dose of 
Td or Tdap booster, and 9.5 percentage points for 21 dose of 
VAR among those without disease history (Figure). 
Reported by: N Jain, MD, S Stokley, MPH, D Yankey, MA, 
Immunization Svc Div, National Center for Immunization and 
Respiratory Diseases, CDC. 

Editorial Note: This is the second report of national adolescent 
vaccination coverage estimates based on provider-reported 
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FIGURE. Progress toward Healthy People 2010 objective* 
of 90% vaccination coveraget among adolescents aged 13-15 
years, by vaccine — National Immunization Survey—Teen, 
2006 to 2007 





§ 2010 target 
fH 2006 [) 2007 


Percentage 























HepB Td/Tdap 
Vaccine 


* Objective 14-27, available at http://www.healthypeople.gov/document/htmi/ 
objectives/14-27.htm. 

t Hepatitis B (HepB); measles, mumps, and rubella (MMR); tetanus toxoid- 
diphtheria (Td) or tetanus toxoid, reduced diphtheria toxoid, and acellular 
pertussis (Tdap); and varicella (VAR) vaccine. 

§ 95% confidence interval. 


vaccination histories from the NIS—Teen (4). Comparisons 
with NIS—Teen 2006 results show higher coverage rates in 
2007 for all vaccines, including an increase of approximately 


20 percentage points for the newly recommended vaccines 
Tdap and MCV4. Vaccination coverage for HepB, MMR, 
and VAR also increased. This is the first year HPV4 coverage 
is being reported. The survey showed that, within 1 year after 
ACIP recommendations were made, approximately one in four 
adolescent females had initiated the vaccination series. MMR 
and HepB coverage levels approached the Healthy People 2010 
national objective of 90% coverage. 

In 2007, more adolescents aged 13-14 years than those 
aged 15-17 years had received Tdap, rather than Td, a finding 
that likely reflects provider implementation of the 2006 Tdap 
recommendation (/). However, some younger adolescents 
still received Td; further study is needed to assess this finding. 
Older adolescents likely received Td because they were vac- 
cinated before Tdap became available in 2005. These adoles- 
cents should now receive Tdap. Although ACIP recommends 
a 5-year interval between Td and Tdap, the interval can be 
shorter in circumstances where pertussis is circulating in the 
community or the risk for pertussis is high (5). 

This report provides the first coverage estimates for HPV4 
since the ACIP recommendations were published in March 
2007. Routine vaccination with HPV4 is recommended 
for females at age 11-12 years (/). Approximately 25% of 
females aged 13-17 years had initiated the HPV4 series, with 
no observed differences among age groups. This finding is of 
particular interest because studies conducted before vaccine 


licensure suggested that providers preferred to vaccinate older 
adolescent females (6). Only a quarter of HPV4 vaccination 
recipients had completed the 3-dose series. However, because 
at least 6 months is required to complete the series, some 
respondents who received the first dose might not have had 
sufficient time to complete the series by the survey interview 
date. Vaccine series completion will be monitored in future 
surveys, and the results will be used to refine strategies to 
promote completion of the series. 

As of 2007, HepB and MMR coverage among adolescents 
aged 13-15 years was at or near the Healthy People 2010 
national targets of 90% (3). Adolescents aged 13-14 years 
in this survey were most likely vaccinated during early child- 
hood, in compliance with recommendations for routine infant 
HepB vaccination made in 1991. According to the 1996 NIS, 
HepB coverage was 82% among children aged 19-35 months, 
corresponding to those adolescents aged 13-14 years in the 
NIS-Teen in 2007 (7). Coverage among older adolescents 
reflects implementation of recommendations made in 1999 for 
HepB vaccination of older children and adolescents. Although 
coverage among younger adolescents approached 90%, 
approximately 15% of older adolescents remain unprotected 
against hepatitis B virus infection. 

In 2005, ACIP recommended 2 doses of VAR for outbreak 
control. In 2006, ACIP expanded the 2-dose recommendation 
to cover persons aged >13 years who previously have not had vari- 
cella disease. This recommendation was made to further decrease 
varicella disease and its complications in the United States. High 
coverage of 1 dose of VAR has been achieved, especially among 
adolescents aged 13—14 years. However, coverage with 2 doses of 
VAR was low (18.8%) among all adolescents. 

For the past 10 years, professional organizations have rec- 
ommended a preteen health-care visit at age 11-12 years for 
delivery of preventive services, including vaccinations (8). 
The adolescent vaccination schedule consists of both new 
vaccinations recommended specifically during adolescence 
and vaccinations recommended during early childhood that 
might have been missed. Optimally, adolescent vaccines 
should be delivered during the age 11-12 year health-care 
visit. Vaccinations not received at that time should be admin- 
istered at the earliest opportunity. Because adolescents make 
few preventive health-care visits and might not visit their pri- 
mary care provider routinely (8), each health-care encounter 
becomes an opportunity to review vaccination records and 
administer recommended vaccinations. Strategies to improve 
vaccination coverage include simultaneously administering 
needed vaccinations at the same visit and setting up systems 
to remind parents when vaccines for their adolescent are due 
or have been missed (9). 
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The findings in this report are subject to at least three 
limitations. First, NIS—Teen is a telephone survey and some 
bias might remain after adjustments for nonresponse and 
for noninclusion of households without landline telephones. 
However, data from the 2006 National Health Interview 
Survey show that this bias is minimal; only 7.5% of adolescents 
were reported living in cellular-only households and 2.1% were 
reported having no telephone service (/0). Second, NIS—Teen 
uses provider-reported vaccination histories, and the generaliz- 
ability of the survey depends on the assumption that coverage 
among adolescents for whom adequate provider data were not 
available is similar to coverage among adolescents for whom 
adequate provider data were available, after controlling for fac- 
tors associated with vaccine coverage. If this assumption is not 
correct, an underestimation or overestimation of vaccination 
coverage might have resulted. Finally, some provider-reported 
vaccination histories also might not have included all vac- 
cinations received (e.g., vaccinations given in nontraditional 
settings such as emergency departments), which also might 
have resulted in underestimated coverage. 

Vaccination coverage among adolescents will continue to 
be monitored annually. In 2008, NIS—Teen is collecting state 
and local data that will provide a larger sample size adequate 
for examining vaccination coverage by race/ethnicity, socio- 
economic status, and geographic area. 
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Updated Recommendations for 
Isolation of Persons with Mumps 


Mumps, an acute vaccine-preventable viral illness transmit- 
ted by respiratory droplets and saliva, has an incubation period 
most commonly of 16—18 days. The classic clinical presentation 
of mumps is parotitis, which can be preceded by several days 
of nonspecific prodromal symptoms; however, mumps also 
can be asymptomatic, especially in young children. Mumps 
transmission can occur from persons with subclinical or clinical 
infections and during the prodromal or symptomatic phases 
of illness (/,2). In 2006, during a mumps resurgence in the 
United States, the latest national recommendations from CDC 
and the American Academy of Pediatrics (AAP) stipulated that 
persons with mumps be maintained in isolation with standard 
precautions and droplet precautions for 9 days after onset of 
parotitis (3).* However, the existence of conflicting guidance 
(i.e., that the infectious period of mumps extended through the 
fourth day after parotitis onset’) led to confusion regarding the 
appropriate length of isolation. In addition, during the 2006 
resurgence, compliance with recommendations for isolation 
in university settings was substantially lower for 9 days (65%) 
compared with 4—5 days (86%) (4). In 2007, after a review of 
the evidence supporting the 9-day isolation guidance by AAP 
and CDC, AAP changed its isolation guidance for health-care 
workers in ambulatory settings from 9 days to 5 days (5). In 
February 2008, after review of data on mumps in health-care 
settings, mumps viral load, and mumps virus isolation, the 
Healthcare Infection Control Practices Advisory Committee 
(HICPAC) approved changes in its recommendations related 
to mumps in in-patient settings. As a result, CDC, AAP, and 
HICPAC all now recommend a 5-day period after onset of 
parotitis, both for isolation of persons with mumps in either 
community or health-care settings and for use of standard 
precautions and droplet precautions. This report summarizes 
the scientific basis for these changes in mumps isolation 
guidance. 

To review the scientific evidence underlying the 9-day 
isolation recommendation, researchers from CDC and AAP 
searched available literature for relevant published articles 





* Available at http://www.cdc.gov/mmwr/preview/mmwrhuml/00053391.htm. 
* Available at http://www.cdc.gov/vaccines/pubs/pinkbook/downloads/mumps. 
pdf. 
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on mumps transmission and mumps in health-care settings. 
Because existing data or mumps transmission are scant, the 
literature review included reports on factors that are consid- 
ered to be correlated with mumps transmission risk, including 
articles on viral isolation and viral load from saliva or respira- 
tory secretions. 

Data on viral isolation from saliva or throat swabs were avail- 
able from eight small studies (median number of subjects: 16; 
range 1-46). Seven studies were conducted before the avail- 
ability of mumps vaccine or in countries without a mumps 
vaccination program; the eighth study was conducted in the 
postvaccine era in a community with low vaccination cover- 
age, and the vaccination status of the mumps patients was not 
stated. Among the eight studies, although mumps virus was 
isolated successfully from 7 days before (6) to 8 days after (7) 
onset of parotitis, isolation rates were much greater closer to 
parotitis onset. For seven of the eight studies with available data 
on isolation of mumps virus by day relative to onset of parotitis, 
combined data showed that the proportion of samples positive 
for mumps virus increased from 17% (one of six specimens) 
6~7 days before onset of parotitis to 40% (four of 10 speci- 
mens) 2—3 days before onset, 86% (six of seven specimens) | 
day before onset, and 78% (seven of nine specimens) on the 
day of parotitis onset. The data also showed that the proportion 
of samples positive for mumps virus decreased from 81% (29 
of 36 specimens) | day after parotitis onset to 49% (18 of 37 
specimens) 2—3 days after onset, 40% (six of 15 specimens) 
4—5 days after onset, and 17% (one of six specimens) 6—7 days 
after onset of parotitis. In the eighth study, viral identification 
using reverse transcription—polymerase chain reaction from 
buccal specimens from patients with parotitis was conducted 
during the 2006 mumps outbreak at a U.S. college where most 
patients had been vaccinated with 2 doses of measles, mumps, 
and rubella (MMR) vaccine. The study found that, among 20 
patients tested <3 days after onset of parotitis, mumps viral 
RNA was detected in seven (35%) (8). A total of 26 specimens 
from 14 patients tested from 4—22 days after onset of parotitis 
all were negative for mumps viral RNA. A study from Japan, 
examining viral load during the course of natural infection, 
found that viral load decreased substantially during the first 4 
days after illness onset and was extremely low thereafter (9). 

Serious consequences of mumps transmission in health-care 
settings are rare. This is likely explained by the relatively low 
infectiousness and transmission rate of mumps and the fact that 
hospitalization for mumps is uncommon. Although mumps 
transmission from patients to health-care personnel (HCP) 
in emergency departments occurred during the 1986-1987 
mumps outbreaks in Tennessee, most mumps cases among 
HCP during that period were believed to be acquired in the 


community (/0). Mumps transmission also has occurred in 
hospital settings despite prompt isolation of cases after onset of 
parotitis, affirming other research indicating that viral shedding 
occurs before onset of parotitis (/). 

The scientific evidence from the CDC and AAP review indi- 
cates that, although mumps virus can be isolated from saliva 
or respiratory secretions 5 or more days after parotitis onset, 
virus most often is isolated before or around the time of onset, 
and viral load decreases rapidly during the 4 days after onset 
of parotitis. Therefore, the risk for transmission after 5 days is 
considered low; most transmission likely occurs before onset 
of parotitis and within the subsequent 5 days. Transmission 
also occurs from persons with subclinical infections who are 
not isolated. A longer isolation period of 9 days likely would 
result in less compliance and more cost and not produce any 
substantial decrease in mumps transmission. 

Based on this review, CDC, AAP, and HICPAC now recom- 
mend a 5-day period after onset of parotitis for 1) isolation 
of persons with mumps in either community or health-care 
settings and 2) use of standard precautions and droplet pre- 
cautions. Postexposure recommendations remain unchanged. 
HCP with no evidence of mumps immunity who are exposed 
to patients with mumps should be excluded from duty from 
the 12th day after first exposure through the 26th day after 
last exposure. 

The best strategy for preventing mumps in the community 
and among HCP is promoting high levels of immunity by 
vaccination. A 2-dose regimen is currently recommended for 
all children, with the first MMR vaccine dose administered at 
12-15 months and the second at 4—6 years. Unless they have 
other evidence of mumps immunity,’ all school-aged chil- 
dren, students in post high school institutions (e.g., colleges), 
international travelers, and HCP also should receive 2 doses 
of MMR vaccine. Other adults should receive at least 1 dose 
of MMR vaccine.’ Other methods for decreasing transmission 
in the community and health-care settings include 1) isola- 
tion of cases, 2) postexposure exclusion from duty of HCP 
without evidence of immunity, and 3) use of standard pre- 
cautions (including respiratory hygiene and cough etiquette) 
and transmission-based droplet precautions while caring for 
patients with mumps. 





> 1) Documentation of physician-diagnosed mumps, 2) laboratory evidence of 
immunity (i.e., positive mumps immunoglobulin G), or 3) birth before 1957. 
$ Available at http://www.cdc.gov/mmw+r/preview/mmwrhtml/mm5522a4.htm. 
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Notice to Readers 





National Latino AIDS Awareness Day — 


October 15, 2008 


October 15 is National Latino AIDS Awareness Day 
(NLAAD), which seeks to increase awareness of the dispro- 
portionate effects of human immunodeficiency virus/acquired 
immunodeficiency syndrome (HIV/AIDS) in the Hispanic/ 
Latino population living in the United States. In 2006, 
Hispanics accounted for approximately 14.8% of the U.S. 
population but 18.4% of persons who received an HIV/AIDS 
diagnosis (/). For 2006, estimates of HIV incidence show that 
blacks had the highest rate of new infections (83.8 per 100,000 
population), followed by Hispanics (29.4 per 100,000) and 
non-Hispanic whites (11.5 per 100,000) (2). Male-to-male 
sexual contact accounted for approximately half of the new 
infections among all Hispanics and approximately 72% of new 
infections among Hispanic males (2). 

NLAAD also is a day for encouraging increased HIV testing. 
Results from the national HIV counseling and testing database 
show that percentages of positive HIV tests representing new 
diagnoses were 1.5 times as high among Hispanics as among 
non-Hispanic whites (CDC, unpublished data, 2005). In 
addition, modes of HIV infection among Hispanics have 
been determined to vary by place of birth (3), which calls for 
appropriate prevention activities in the diverse Hispanic com- 
munities in the United States. 


Information about NLAAD is available at http://nlaad.org. 
Information about CDC activities and resources supporting 
NLAAD is available at http://www.cdc.gov/hiv/hispanics. 
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Errata: Vol. 57, No. $S-5 


In the MMWR Surveillance Summary (Vol. 57, No. SS-5), 
“Assisted Reproductive Technology Surveillance—United 
States, 2005,” an error occurred on page 17 in Table 3. In the 
row titled, “Extra embryo(s) available and cryopreserved,” the 
values for “Yes” and “No,” should be transposed. 

Errors also occurred on page 18 in Table 4. In the row titled, 
“Extra embryos available and cryopreserved,” the values for 
“Yes” and “No,” should be transposed; in the row titled, “Use 
of gestational carrier,” the values for “Yes” and “No,” should 
be transposed. 


Erratum: Vol. 57, No. SS-9 


In the MMWR Surveillance Summary (Vol. 57, No. SS-9), 
“Surveillance for Waterborne Disease and Outbreaks Associated 
with Drinking Water and Water not Intended for Drinking— 
United States, 2005-2006,” the following acknowledgments 
section was omitted from page 61: 

The authors thank the following persons for contributions 
to this report: state and territorial waterborne-disease surveil- 
lance coordinators, state epidemiologists, state environmental 
health personnel, and state drinking water administrators; Tim 
Wade, PhD, Office of Research and Development, National 
Health and Environmental Effects Research Laboratory, EPA; 
Yu-Ting Guilaran, Philip Berger, PhD, Patricia Hall, MS, 
Tom Grubbs, Susan Shaw, MPH, Office of Ground Water 
and Drinking Water, EPA; Cheryl Bopp PhD, Division of 
Foodborne, Bacterial and Mycotic Diseases, National Center 
for Zoonotic, Vector-Borne, and Enteric Diseases, CDC; 
Joe Carpenter, Division of Healthcare Quality Promotion, 
National Center for Preparedness, Detection, and Control of 
Infectious Diseases, CDC; Christopher Braden, MD, Mark 
Eberhard, PhD, Monica E. Parise, MD, Bonnie Mull, MPH, 
Division of Parasitic Diseases, National Center for Zoonotic, 
Vector-Borne, and Enteric Diseases, CDC. 
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Erratum: Vol. 57, No. 39 the second full paragraph in the second column, should read, “Dogs 
aged >3 months that have not been vaccinated for rabies also must be 
In the report, “Rabies in a Dog Imported from Iraq — New Jersey, confined until vaccinated and for 30 days after vaccination.” 
June 2008,” an error occurred on page 1077. The third sentence of 





QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage of Adults* Who Are Obese,t by Type of Difficulty or Limitation’ — 
National Health Interview Survey, United States, 2001-2005 
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407 


304 


Percentage 
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Any Movement Emotional Seeing Cognitive 
complex or 

activity hearing 





Difficulty or limitation 


* Noninstitutionalized adults aged >18 years. 

' Body mass index >30, based on self-reported height and weight. 

§ Based on responses to numerous questions, which can be found in the 
appendix of the source publication. Any complex activity limitation is a 
combination measure that represents restrictions in any specific tasks or 
activities, including personal care, attending school, keeping house, or working. 
Movement difficulty is difficulty with at least one of eight basic areas of physical 
functioning because of a health problem and without using special equipment. 
Emotional difficulty represents problems with emotional functioning and is 
based on a score of 13 or more on the K6 serious psychological distress 
scale. Seeing or hearing difficulty represents difficulty with sensory functioning 
such as vision problems, even when wearing eyeglasses, or being unable 
to see at all, or having trouble hearing without a hearing aid or being deaf. 
Cognitive difficulty represents cognitive functioning difficulties in the areas of 
remembering or experiencing periods of confusion. 

195% confidence interval. 


During 2001-2005, the prevalence of obesity was greater among adults with movement (33%), 
emotional (33%), seeing or hearing (27%), or cognitive (27%) difficulties and among those with 
any complex activity limitation (32%) than among adults with no disabilities (19%). 


SOURCE: Altman B, Bernstein A. Disability and health in the United States, 2001-2005. Hyattsville, MD: National 
Center for Health Statistics; 2008. Available at http://www.cdc.gov/nchs/data/misc/disability2001 -2005. pdf. 
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TABLE 1. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 


week ending October 4, 2008 (40th week)* 





5-year Total cases 
Current Cum weekly reported for previous years 





Disease week 2008 averaget 2007 2006 2005 2004 2003 


States reporting cases during current week (No.) 





Anthrax _ _ _ 1 1 
Botulism: 

foodborne 6 

infant 73 

other (wound & unspecified) 12 
Brucellosis 63 
Chancroid 31 
Cholera 1 8 6 2 
Cyclosporiasis§ 108 160 75 
Diphtheria _ 1 
Domestic arboviral diseases5-": 

California serogroup 

eastern equine 

Powassan 

St. Louis 

western equine 
Ehriichiosis/Anaplasmosis5-**: 

Ehrlichia chaffeensis 

Ehrlichia ewingii 

Anaplasma phagocytophilum 

undetermined 
Haemophilus influenzae, *t 

invasive disease (age <5 yrs): 

serotype b 

nonserotype b 

unknown serotype 
Hansen disease$ 
Hantavirus pulmonary syndrome$ 
Hemolytic uremic syndrome, postdiarrheal$ 
Hepatitis C viral, acute 
HIV infection, pediatric (age <13 years)S§ 
Influenza-associated pediatric mortalityS.™ 
Listeriosis 


32 620 19 16 20 

85 97 85 87 76 

27 48 31 30 «633 
114 

17 30 «654 


| ~con=no 


lolow 


N no 


“—“OWNDONW 


Nm 


Measles 
Meningococcal disease, invasive'tt: 
A, C, Y, & W-135 
serogroup B 
other serogroup 
unknown serogroup 
Mumps 
Novel influenza A virus infections 
Plague 
Poliomyelitis, paralytic 
Polio virus infection, nonparalytic$ 
Psittacosis§ 
QfeverS-5$5 total: 
acute 
chronic 
Rabies, human 
Rubelia™ 
Rubella, congenital syndrome 
SARS-Cov5:"*** 
Smalipox$ 
Streptococcal toxic-shock syndrome$ 
Syphilis, congenital (age <1 yr) 
Tetanus 
Toxic-shock syndrome (staphylococcal)§ 
Trichinellosis 
Tularemia 
Typhoid fever 
Vancomycin-intermediate Staphylococcus aureus$ 
Vancomycin-resistant Staphylococcus aureus’ 
Vibriosis (noncholera Vibrio species infections)$§ 
Yellow fever 


oOo 


=< = 


|lwnolool ao-na 


lool 


~SRI 1181 oBSol | =! 


| Noowwon=~=! 


MO (1), NC (1), GA (1) 


NH (1), MN (3) 


FL (1) 
MN (1) 
GA (1), FL (2), CO (1), WA (1), CA (2) 


NY (3), OH (1), MI (1), MO (1), NC (1), FL (1), AZ (1), 
CA (3) 


IN (1), WA (1) 
GA (2) 


NYC (1), OH (1), CA (1) 
AZ (1), WA(1) 


WA (1) 


OH (1), AZ (1), CA (3) 





See Table 1 footnotes on next page. 
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TABLE 1. (Continued) Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — 
United States, week ending October 4, 2008 (40th week)* 


—:No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. 

* Incidence data for reporting year 2008 are provisional, whereas data for 2003, 2004, 2005, 2006, and 2007 are finalized. 

t Calculated by summing the incidence counts for the current week, the 2 weeks preceding the current week, and the 2 weeks following the current week, for a total of 5 
preceding years. Additiona! information is available at http://www.cdc.gov/epo/dphsi/phs/files/Syearweeklyaverage. pdf. 

§ Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 and 2008 for the domestic arboviral diseases and 
influenza-associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/epo/dphsi/phs/infdis.htm. 

1 Includes both neuroinvasive and nonneuroinvasive. Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector- 
Borne, and Enteric Diseases (ArboNET Surveillance). Data for West Nile virus are available in Table II. 

** The names of the reporting categories changed in 2008 as a result of revisions to the case definitions. Cases reported prior to 2008 were reported in the categories: Ehrlichiosis, 
human monocytic (analogous to E. chaffeensis); Ehrlichiosis, human granulocytic (analogous to Anaplasma phagocytophilum), and Ehrlichiosis, unspecified, or other agent 
(which included cases unable to be clearly placed in other categories, as well as possible cases of E. ewingii). 

tt Data for H. influenzae (all ages, all serotypes) are available in Table II. 

88 Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention. Implementation of HIV reporting 
influences the number of cases reported. Updates of pediatric HIV data have been temporarily suspended untii upgrading of the national HIV/AIDS surveillance data 
management system is completed. Data for HIV/AIDS, when available, are displayed in Table IV, which appears quarterly. 

™ Updated weekly from reports to the Influenza Division, National Center for immunization and Respiratory Diseases. Eighty-six cases occurring during the 2007-08 influenza 
season have been reported. 

*** No measles case were reported for the current week. 

ttt Data for meningococcal disease (all serogroups) are available in Table li. 

585 In 2008, Q fever acute and chronic reporting categories were recognized as a result of revisions to the Q fever case definition. Prior to that time, case counts were not 
differentiated with respect to acute and chronic Q fever cases. 

No rubella cases were reported for the current week. 

**** Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases. 





FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 
4-week totals October 4, 2008, with historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Giardiasis 1,134 
Hepatitis A, acute 112 
Hepatitis B, acute 152 
Hepatitis C, acute 31 
Legioneliosis 200 
Measles 
Meningococcal disease 
Mumps 


Pertussis 





T 
1 


Ratio (Log scale)* 
ESSY Beyond historical limits 
* Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods 


for the past 5 years). The point where the hatched area begins is based on the mean and two standard deviations of 
these 4-week totals 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending October 4, 2008, and October 6, 2007 (40th week)* 
Chiamydiat Coccidiodomycosis Cryptosporidiosis 
Previous Previous Previous 
Current __52weekS = Cum = Cum Current __52 weeks Cum Current ___52 weeks 
Reporting area week Med Max 2008 2007 week 


United States 9,961 21,224 28,892 816,910 839,829 


New England 462 706 1,516 28,096 26,886 
Connecticut 194 210 1,093 8,530 7,963 
Maine$ 49 72 1,962 1,977 
Massachusetts 331 660 13,406 12,155 
New Hampshire 40 73 1,626 1,589 
Rhode Island§ 54 90 2,036 2,396 
Vermont 15 52 536 806 


Mid. Atlantic 2,852 5,001 113,410 109,024 
New Jersey 423 520 15,469 16,490 
New York (Upstate) 564 2,177 21,193 20,464 
New York City j 1,025 3,079 44,546 39,172 
Pennsylvania 820 1,021 32,202 32,898 


E.N. Central 3,528 4,373 130,769 137,381 
Illinois 1,057 1,711 34,651 40,239 
Indiana 656 15,487 16,378 
Michigan 1,226 34,265 28,745 
Ohio 1,261 33,476 36,835 
Wisconsin 612 12,890 15,184 


W.N. Central ‘ 1,701 48,754 48,368 
lowa 240 6,323 6,702 
Kansas 529 7,154 6,275 
Minnesota 373 10,116 10,357 
Missouri _ 567 18,179 17,831 
Nebraska$ 252 3,544 3,954 
North Dakota 65 1,272 1,288 
South Dakota 86 2,166 1,961 


S. Atlantic j 7,609 141,877 165,880 
Delaware 150 2,772 2,620 
District of Columbia 217 5,278 4,605 
Florida , J 1,554 52,909 43,628 
Georgia 7 1,338 12,408 32,732 
Maryland$ 667 17,082 16,953 
North Carolina 4,783 5,901 22,652 
South Carolina$ 3,049 20,107 20,892 
VirginiaS 1,060 23,177 19,350 
West Virginia 96 2,243 2,448 


E.S. Central 4 : 2,394 63,109 63,975 
Alabama’$ 589 17,172 19,523 
Kentucky 370 9,285 6,235 
Mississippi 1,048 15,183 16,890 
Tennessee$ 791 21,469 21,327 


W.S. Central 4,426 107,178 95,109 
Arkansas$ 455 10,991 7,272 
Louisiana 774 15,174 15,370 
Oklahoma 392 7,668 10,145 
Texas$ d 3,923 73,345 62,322 


Mountain , 1,811 44299 56,740 
Arizona 650 15,529 19,204 
Colorado 488 6,776 13,419 
Idaho$ 314 2,835 2,817 
Montana$ 363 2,253 2,038 
Nevada’ 416 6,668 7,412 
New Mexico 561 4,804 6,850 
Utah 209 4,336 4,079 
Wyoming§ 58 1,098 921 


Pacific : 4,676 139,418 136,466 
Alaska 129 3,365 3,744 
California : , 4,115 109,165 106,431 
Hawaii 151 3,990 4,366 
Oregon’ 402 7,473 7,399 
Washington 634 15,425 14,526 
American Samoa _ 22 73 73 
C.N.M.1. on a os 
Guam 24 107 665 
Puerto Rico 121 612 5,302 5,886 
U.S. Virgin islands _ 11 21 427 141 
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C.N.M.1.: Commonwealth of Northern Mariana Islands. 

U: Unavailable. —:No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med:Median. Max: Maximum. 

* Incidence data for reporting year 2008 are provisional. Data for HIV/AIDS, AIDS, and TB, when available, are displayed in Table |V, which appears quarterly 
t Chlamydia refers to genital infections caused by Chlamydia trachomatis 

§ Contains data reported through the National Electronic Disease Surveillance System (NEDSS). 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 4, 2008, and October 6, 2007 
(40th week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypest 


Previous Previous Previous 
Current ___52 weeks Cum Current __52weekSs = Cum = Cum Current __52 weeks Cum 
Reporting area week Med Max 2007 week Med Max 2008 2007 week Med Max 2008 


United States 225 } 1,158 13,707 2,697 6,025 8913 227,634 271,265 18 


New England 24 48 1,140 71 227 4,070 4,273 
Connecticut 6 12 287 52 199 1,987 1,628 
Maine’ 3 12 2 6 77 98 
Massachusetts 10 18 11 127 1,651 2,060 
New Hampshire ; 11 - 6 80 119 
Rhode Island$§ 1 15 6 13 251 319 
Vermont 3 13 _ 5 24 49 


Mid. Atiantic 131 . 570 028 25,549 28,294 
New Jersey 14 : _ 168 3,971 4,646 
New York (Upstate) 111 545 4,782 5,259 
New York City 27 293 518 8,153 8,357 
Pennsylvania 34 394 8,643 10,032 


E.N. Central 79 , 522 644 46,780 56,029 
IMinois 5 oa 589 12,092 15,046 
Indiana 296 6,306 7,051 
Michigan 657 12,940 11,927 
Ohio 531 11,984 16,746 
Wisconsin 3,458 5,259 


W.N. Central 12,377 15,167 
lowa 1,079 1,530 
Kansas 1,738 1,790 
Minnesota 2,247 2,635 
Missouri 5,994 7,788 


Nebraska’ 995 1,133 
North Dakota 75 90 


South Dakota 249 201 


S. Atlantic 48,114 63,094 
Delaware 818 1,009 
District of Columbia 1,972 1,841 
Florida 17,790 17,830 
Georgia 13,512 
Maryland$ 5,033 
North Carolina 10,412 
South Carolina’ 8,035 
Virginia’ 4,672 
West Virginia 750 
E.S. Central 24,964 
Alabama’ 8,403 
Kentucky 2,468 
Mississippi 6,423 
Tennessee’ 7,670 
W.S. Central 39,594 
Arkansas$ 3,227 
Louisiana 8,874 
Oklahoma 3,910 


Texas® 23,583 
Mountain 10,679 
Arizona 3,957 
Colorado 2,641 
idaho$ 210 
Montana’ 53 
Nevada’ 1,800 
New Mexico$ 1,354 


Utah 604 
Wyoming$ 60 


Pacific 29,171 
Alaska 430 
California 
Hawaii 
Oregon’ 
Washington 
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C.N.M.1.: Commonwealth of Northern Mariana Islands. 

U: Unavailable. —:No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum. 
* Incidence data for reporting year 2008 are provisional. 

' Data for H. influenzae (age <5 yrs for serotype b, nonserotype b, and unknown serotype) are available in Table |. 

5 Contains data reported through the National Electronic Disease Surveillance System (NEDSS). 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 4, 2008, and October 6, 2007 
(40th week)* 





Hepatitis (viral, acute), by typet 





B Legionellosis 
Previous Previous 
Cum Current ___52 weeks Current __52weekS Cum 
2007 week Med Max week Med Max 2008 


2,248 25 25 132 2,030 
107 
16 — 
3 
56 
12 
12 
8 
365 
106 
58 





Reporting area 
United States 
New England 
Connecticut 
Maine$ 
Massachusetts 
New Hampshire 
Rhode Isiand§ 
Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Ilinois 
Indiana 
Michigan 
Ohio 
Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraska$ 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 

Maryland§ 

North Carolina 
South Carolina$ 
Virginia$ 

West Virginia 


E.S. Central 
Alabama’ 
Kentucky 
Mississippi 
Tennessee$ 


W.S. Central 
Arkansas§ 
Louisiana 
Oklahoma 
Texas$ 


Mountain 

Arizona 

Colorado 

Idaho$ 

Montana$ 

Nevada’ 

New Mexico$ 

Utah 

Wyoming$ 

Pacific 

Alaska 

California 
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Oregon$ — 
Washington 1 
American Samoa — 
C.N.M.1 —_ 
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U.S. Virgin Islands _ 


; 
f 





> 
N 
fe) 
© 
wn 
a 


DAADLD $“NNANSN 


_ 


coclo COOWOS DOOCOCCCOON -CCOoO- -0o-ON O-CO]-C0WSO0® COO=]-COON OUW=-oo Onua-n COoo°oc°ocow 


-+om 


Nm 
lnlolaasalao lll lla=+6 
-_ 


ll ilmwlnwalaleo Till 


WNO |“NOMDD®D NONNN “$N-WONNN o 
No 


“OOON OCONNOHARN WH=-WO COCC°C°O- 


w 
coz) 


ONeNNOWO ---F0) 
nN 


| aoc! 
= 
ONNOWN-ND -NS2US— 


— 


lwoanac lo 
NUNOWSLWOHWN -“NUWHWNO Nn 


— 


o-oo | oOo -+}0M00 CO0-000+-4 ONN=-U NONNN -“-N=$-COWMooW o°Cce 
a] 
@CWNNMWS U-fNO W 


— 
no 


w 
ONO -$GANW-NwW 


- 
B=-@ OWHWH----00 


= 
- 2\|o 
nAo-515 wmoow 


all2 


2 
0 
0 
1 
0 
0 
0 
6 
1 
1 
2 
1 
6 
1 
0 
2 
1 
0 
4 
1 
0 
0 
0 
0 
0 
0 
7 
0 
0 
3 
1 
0 
0 
0 
1 
0 
1 
0 
0 
0 
0 
5 
0 
0 
0 
5 
4 
2 
1 
0 
0 
0 
0 
0 
0 
10 
0 
8 
0 
0 
1 
0 
0 
0 
0 


7 uo io] o4) 
ono! CO NWONN=]$—] “NWN $BWWOO WW] - ANWFLO 


om-|o own 
o-oclo wnh= 





C.N.M.I.: Commonwealth of Northern Mariana Islands. 

U: Unavailable. —:No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum. 
* Incidence data for reporting year 2008 are provisional. 

t Data for acute hepatitis C, viral are available in Table |. 

§ Contains data reported through the National Electronic Disease Surveillance System (NEDSS). 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 4, 2008, and October 6, 2007 
(40th week)* 





Meningococcal disease, invasivet 
Lyme Disease Malaria All serotypes 


Previous Previous Previous 
Current ___52 weeks Cum Current ___52 weeks __ Current ___52 weeks 
Reporting area week Med Max 2008 week Med Max week Med Max 
United States 268 384 1,375 18,854 15 136 7 


New England 51 2,838 _ 35 
Connecticut 0 _— — 27 
Maine’ 2 468 = 
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Massachusetts 15 1,039 
New Hampshire 10 1,057 
Rhode Island$§ 0 — 
Vermont$ 2 274 


Mid. Atlantic 170 11,869 
New Jersey 2,301 
New York (Upstate) 3,931 
New York City 
Pennsylvania 


E.N. Central 
illinois 
Indiana 
Michigan 
Ohio 
Wisconsin 


W.N. Central 
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C.N.M.1.: Commonwealth of Northern Mariana Islands. 
U: Unavailable. —:Noreported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum. 
* Incidence data for reporting year 2008 are provisional. 


' Data for meningococcal disease, invasive caused by serogroups A, C, Y, & W-135; serogroup B; other serogroup; and unknown serogroup are available in Table |. 
’ Contains data reported through the National Electronic Disease Surveillance System (NEDSS). 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 4, 2008, and October 6, 2007 
(40th week)* 





Pertussis Rabies, animal Rocky Mountain spotted fever 
Previous Previous Previous 


Current ___ 52 weeks Current __52.weekS Gum = Cum Current ___52weekS Cum 
Reporting area week Med Max week Med 2008 2007 week Med 2008 
United States 99 147 849 
New England = 15 
Connecticut _ 
Mainet 
Massachusetts 
New Hampshire 
Rhode Islandt 
Vermontt 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
IHinois 
Indiana 
Michigan 
Ohio 
Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraskat 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 

Marylandt 

North Carolina 
South Carolinat 
Virginiat 

West Virginia 


E.S. Central 
Alabamat 
Kentucky 
Mississippi 
Tennesseet 


W.S. Central 
Arkansas' 
Louisiana 
Oklahoma 
Texast 


Mountain 
Arizona 
Colorado 
Idahot 
Montanat 
Nevada't 
New Mexico! 
Utah 
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Oregont 
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C.N.M.I1.: Commonwealth of Northern Mariana Islands. 

U: Unavailable. _—:No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
* Incidence data for reporting year 2008 are provisional. 

t Contains data reported through the National Electronic Disease Surveillance System (NEDSS). 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 4, 2008, and October 6, 2007 
(40th week)* 





Salmonellosis Shiga toxin-producing E. coli (STEC)t Shigellosis 
Previous Previous Previous 
Current __52 weeks Cum Current ___52.weekS = Cum = Cum Current ___52.weeks Cum 
Reporting area week Med 2008 week Med Max 2008 2007 week Med Max 2008 


United States 579 862 ; 32,740 67 3,648 3,731 176 
New England — 22 1,500 _ 
Connecticut — 0 384 _ 
Maine$ 2 115 
Massachusetts — 15 741 
New Hampshire 113 
Rhode Island$§ 77 
Vermont$ 70 


Mid. Atlantic 3,919 
New Jersey 488 
New York (Upstate) 1,065 
New York City 1,000 
Pennsylvania 1,366 


E.N. Central 3,580 
\ilinois 760 
indiana 473 
Michigan 686 
Ohio 1,024 
Wisconsin 637 


W.N. Central 2,144 
lowa 331 
Kansas _ 349 
Minnesota 15 578 
Missouri 11 550 
Nebraska$ 188 
North Dakota 35 
South Dakota 113 


S. Atlantic 8,581 
Delaware 3 128 
District of Columbia 42 
Florida 3,739 
Georgia 1,672 
Maryland§ 472 
North Carolina 928 
South Carolina’ 749 
Virginias 738 
West Virginia — 113 


E.S. Central 2,483 
Alabama’ 679 
Kentucky - 344 
Mississippi 851 
Tennessee$ 609 


W.S. Central 4,003 
Arkansas$ 590 
Louisiana 752 
Oklahoma 633 
Texas$ — 2,028 
Mountain 2,467 
Arizona 832 
Colorado 560 
idaho§ 132 
Montana$ 82 
Nevada® 155 
New Mexico$ 419 
Utah 254 
Wyoming$ 33 
Pacific 4,063 
Alaska 42 
California 2,958 
Hawaii 210 
Oregons 337 
Washington 516 
American Samoa 2 
C.N.M.1 ped 
Guam 

Puerto Rico 

U.S. Virgin Islands 
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C.N.M.1.: Commonwealth of Northern Mariana Islands. 
U: Unavailable. —:No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med:Median. Max: Maximum. 
* Incidence data for reporting year 2008 are provisional. 
t Includes E. coli 0157:H7; Shiga toxin-positive, serogroup non-O0157; and Shiga toxin-positive, not serogrouped. 
5 Contains data reported through the National Electronic Disease Surveillance System (NEDSS). 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 4, 2008, and October 6, 2007 
(40th week)* 





Streptococcus pneumoniae, invasive disease, nondrug resistantt 
Streptococcal diseases, invasive, group A Age <5 years 


Previous Previous 
52 weeks Cum 52 weeks 
Med Max 2008 


259 4,087 














Reporting area 
United States 


New England 
Connecticut 
Maine§ 
Massachusetts 
New Hampshire 
Rhode Island$§ 
Vermont$ 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Illinois 
Indiana 
Michigan 
Ohio 
Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraska$ 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 

Maryland 

North Carolina 
South Carolina$ 
VirginiaS 

West Virginia 


E.S. Central 
Alabama’ 
Kentucky 
Mississippi 
Tennessee$ 


W.S. Central 
Arkansas§ 
Louisiana 
Oklahoma 
Texas$ 


Mountain 
Arizona 
Colorado 
Idaho$ 
Montana$ 
Nevada§ 
New Mexico$ 
Utah 
Wyoming$ 
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Alaska 
California 
Hawaii 
Oregons 
Washington 
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Guam 
Puerto Rico 
U.S. Virgin Islands — 0 


C.N.M.1.: Commonwealth of Northern Mariana Islands. 
U: Unavailable. —:No reported cases. N:Notnotifiable. Cum: Cumulative year-to-date counts. Med:Median. Max: Maximum 
* Incidence data for reporting year 2008 are provisional. 


t Includes cases of invasive pneumococcal disease, in children aged <5 years, caused by S. pneumoniae, which is susceptible or for which susceptibility testing is not available 
(NNDSS event code 11717). 


§ Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 4, 2008, and October 6, 2007 
(40th week)* 





Streptococcus pneumoniae, invasive disease, drug resistantt 


All ages Age <5 years Syphilis, primary and secondary 
Previous Previous Previous 
Current __52 weeks Current __52 weeks Cum 52 weeks 
Reporting area week Med Max week Max 
United States 307 
New England 
Connecticut 
Maine$ 
Massachusetts 
New Hampshire 
Rhode Island§ 
Vermont$ 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Iinois 
Indiana 
Michigan 
Ohio 
Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraska’ 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 

Maryland$ 

North Carolina 
South Carolina’ 
Virginia$ 

West Virginia 


E.S. Central 
Alabama$ 
Kentucky 
Mississippi 
Tennessee$ 


W.S. Central 
Arkansas? 
Louisiana 
Oklahoma 
Texas$ 
Mountain 
Arizona 
Colorado 
Idaho$ 
Montana’ 
Nevada’ 
New Mexico 
Utah 
Wyoming® 
Pacific 
Alaska 
California 
Hawaii 
Oregon$ 
Washington 








Cum Cum 
2008 2007 
8,845 8,438 


204 
25 
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C.N.M.1.: Commonwealth of Northern Mariana Islands. 

U: Unavailable. —:No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
* Incidence data for reporting year 2008 are provisional 

' Includes cases of invasive pneumococcal disease caused by drug-resistant S. pneumoniae (DRSP) (NNDSS event code 11720). 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 








Vol. 57 / No. 40 MMWR 1117 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 4, 2008, and October 6, 2007 
(40th week)* 





West Nile virus diseaset 





Varicella (chickenpox) Nonneuroinvasive$ 


Previous Previous 
Current __52 weeks Cum Current __52weekS Cum 
Reporting area week Med Max 2008 week Med Max 2008 


United States 233 20,316 1 
New England 3 418 
Connecticut a — 
Maine" 
Massachusetts 
New Hampshire 
Rhode Island? 
Vermont? 
Mid. Atlantic 
New Jersey 
New York (Upstate) 
New York City 
Pennsylvania 
E.N. Central 
Illinois 
Indiana 
Michigan 
Ohio 
Wisconsin 
W.N. Central 
lowa 
Kansas 
Minnesota 
Missouri 
Nebraska" 
North Dakota 
South Dakota 
S. Atlantic 
Delaware 
District of Columbia 
Florida 
Georgia 
Maryland 
North Carolina 
South Carolina? 
Virginia’ 
West Virginia 
E.S. Central 
Alabama" 
Kentucky 
Mississippi 
Tennessee" 
W.S. Central 
Arkansas" 
Louisiana 
Oklahoma 
Texas" 
Mountain 
Arizona 
Colorado 
idaho 
Montana? 
Nevada" 
New Mexico" 
Utah 
Wyoming" 
Pacific 
Alaska 
California 
Hawaii 
Oregon" 
Washington 
American Samoa 
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C.N.M.I.: Commonwealth of Northern Mariana Islands. 

U: Unavailable. —:Noreportedcases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum. 

* Incidence data for reporting year 2008 are provisional. 

t Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (ArboNET Surveillance) 
Data for California serogroup, eastern equine, Powassan, St. Louis, and western equine diseases are available in Table | 

§ Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 for the domestic arboviral diseases and influenza- 
associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/epo/dphsi/phs/infdis.htm 

‘Contains data reported through the National Electronic Disease Surveillance System (NEDSS). 
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TABLE Ill. Deaths in 122 U.S. cities," week ending October 4, 2008 (40th week) 





Reporting area 


All causes, by age (years) 





265 45-64 25-44 1-24 


<1 


Pait 
Total 


Reporting area 


All causes, by age (years) 





45-64 25-44 1-24 





New England 
Boston, MA 
Bridgeport, CT 
Cambridge, MA 
Fall River, MA 
Hartford, CT 
Lowell, MA 
Lynn, MA 

New Bedford, MA 
New Haven, CT 
Providence, Ri 
Somerville, MA 
Springfield, MA 
Waterbury, CT 
Worcester, MA 


Mid. Atiantic 
Albany, NY 
Allentown, PA 
Buffalo, NY 
Camden, NJ 
Elizabeth, NJ 
Erie, PA 
Jersey City, NJ 


New York City, NY 


Newark, NJ 
Paterson, NJ 
Philadelphia, PA 
Pittsburgh, PAS 
Reading, PA 
Rochester, NY 
Schenectady, NY 
Scranton, PA 
Syracuse, NY 
Trenton, NJ 
Utica, NY 
Yonkers, NY 


E.N. Central 
Akron, OH 
Canton, OH 
Chicago, IL 
Cincinnati, OH 
Cleveland, OH 
Columbus, OH 
Dayton, OH 
Detroit, Mi 
Evansville, IN 
Fort Wayne, IN 
Gary, IN 
Grand Rapids, Mi 
Indianapolis, IN 
Lansing, Mi 
Milwaukee, WI 
Peoria, IL 
Rockford, IL 
South Bend, IN 
Toledo, OH 
Youngstown, OH 


W.N. Central 
Des Moines, iA 
Duluth, MN 
Kansas City, KS 
Kansas City, MO 
Lincoin, NE 
Minneapolis, MN 
Omaha, NE 

St. Louis, MO 

St. Paul, MN 
Wichita, KS 


306 
87 
9 

11 
14 
38 
15 


8 
16 
U 
33 
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42 
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S. Atlantic 
Atlanta, GA 
Baltimore, MD 
Charlotte, NC 
Jacksonville, FL 
Miami, FL 
Norfolk, VA 
Richmond, VA 
Savannah, GA 
St. Petersburg, FL 
Tampa, FL 
Washington, D.C. 
Wilmington, DE 


E.S. Central 
Birmingham, AL 
Chattanooga, TN 
Knoxville, TN 
Lexington, KY 
Memphis, TN 
Mobile, AL 
Montgomery, AL. 
Nashville, TN 


W.S. Central 
Austin, TX 

Baton Rouge, LA 
Corpus Christi, TX 
Dallas, TX 

El Paso, TX 

Fort Worth, TX 
Houston, TX 
Little Rock, AR 
New Orleans, LA? 
San Antonio, TX 
Shreveport, LA 
Tulsa, OK 


Mountain 
Albuquerque, NM 
Boise, ID 
Colorado Springs, CO 
Denver, CO 

Las Vegas, NV 
Ogden, UT 
Phoenix, AZ 
Pueblo, CO 

Salt Lake City, UT 
Tucson, AZ 


Pacific 
Berkeley, CA 
Fresno, CA 
Glendale, CA 
Honolulu, Hi 
Long Beach, CA 
Los Angeles, CA 
Pasadena, CA 
Portland, OR 
Sacramento, CA 
San Diego, CA 
San Francisco, CA 
San Jose, CA 
Santa Cruz, CA 
Seattle, WA 
Spokane, WA 
Tacoma, WA 


Total** 


97 29 
11 
21 
2 
16 
19 
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U: Unavailable 


— ‘No reported cases. 


* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its occur- 


rence and by the week that the death certificate was filed. Fetal deaths are not included. 


t Pneumonia and 


influenza 


‘ Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks. 


‘Because of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted. 


** Total includes unknown ages 








Vol. 57 / No. 40 


MMWR 





TABLE IV. Provisional cases of selected notifiable disease,* United 


States, quarter ending September 27, 2008 (39th week) 





Tuberculosis 





Previous 
Current _4 quarters _ 
Reporting area quarter Min Max 





United States 1,832 1,832 3,948 
New England 20 42 
Connecticut 27 
Maine 

Massachusetts 

New Hampshire 

Rhode Island 

Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Iinois 
Indiana 
Michigan 
Ohio 
Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraska 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 

Maryland 

North Carolina 
South Carolina 
Virginia 

West Virginia 


E.S. Central 
Alabama 
Kentucky 
Mississippi 
Tennessee 


W.S. Central 
Arkansas 
Louisiana 
Oklahoma 
Texas 


Mountain 
Arizona 
Colorado 

idaho 

Montana 
Nevada 

New Mexico 
Utah 

Wyoming 
Pacific 

Alaska 
California 

Hawaii 

Oregon 
Washington 
American Samoa 
C.N.M.1. 

Guam 

Puerto Rico 

U.S. Virgin islands 





C.N.M.1.: Commonwealth of Northern Mariana Islands. 


U: Unavailable. —: No reported cases. N: Not notifiable. 
Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum. 
* AIDS and HIV/AIDS data are not updated for this quarter because of upgrading 


of the national HIV/AIDS surveillance data management system. 
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